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ABSTRACT 
Vkx-io hokae is a small, non-cholera gram-negative bacterium. 
This organism, only recently described, may cause an acute 
gastroenteritis. It fails to grow on selective culture media usu- 
ally used to isolate Vi/xi0 species. Bacteremia from K holksae 
has been reported in several patients with liver disease. This 
report describes the first case of U hollisae bacteremia in a 
patient without evidence of either immune dysfunction or liver 
disease. 
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Vibrio hollisae is a recently described non-cholera Wb- 
rio species. First reported by Hickman et al in 1982,’ R 
hollisae is a halophilic gram-negative rod and is relatively 
biochemically inert. It often fails to grow on culture media 
commonly used to isolate Vibrio species, such as thio- 
sulfate-citrate-bile-salts-sucrose (TCBS) agar. To date, R 
hollisae has been implicated as a cause of acute gas- 
troenteritis in immunocompetent persons after the inges- 
tion of raw seafood.2 Only three previous cases of 
bacteremia with R hoZZisae have been reported.3-5 In each 
instance, when R hollisae was recovered from the blood, 
the patient was suffering from liver disease generally man- 
ifested as cirrhosis.This report presents the first case of 
concomitant gastroenteritis and bacteremia from R hoL 
Zisae in an immunocompetent individual with normal 
liver function and describes the organism’s isolation and 
identification. 
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CASE REPORT 
The patient was a healthy 60-year-old male without sig- 
nificant past medical history.Approximately 2 days after 
ingesting raw shellfish in Baltimore, Maryland, he devel- 
oped acute diarrhea. He described frequent, large vol- 
ume, watery stools as often as 15 times within a 24-hour 
period.There was no blood or mucus in the stool. One 
day after the beginning of the diarrhea he reported the 
onset of nonbilious emesis and fever. During this period 
he never developed abdominal pain and he denied chills 
and night sweats. He did describe symptoms of orthosta- 
sis. His dietary and travel history were unremarkable. On 
hospital admission, the patient’s oral temperature was 
38.4”C, and he was orthostatic and tachycardic. Physical 
examination showed mild, diffuse abdominal pain with- 
out guarding or rebound. Laboratory studies revealed a 
leukocyte count of 13,500/cc3 with 12% segmented 
polymorphonuclear leukocytes and 46% band forms.The 
hematocrit and platelet count were normal. Serum 
chemistries were notable for hypokalemia, a non-anion 
gap acidosis, and azotemia, with a creatinine of 2.4 mg/dL. 
Hepatic transaminases, serum amylase, lipase, albumin, 
and total protein were normalAn abdominal radiograph 
demonstrated a nonspecific bowel gas pattern. With 
aggressive volume resuscitation, the patient’s orthostasis, 
acidosis, and renal insufficiency resolved. Defervescence 
proceeded over 36 hours without intervention but his 
diarrhea persisted for 3 additional days. It eventually 
resolved spontaneously. 
Multiple stool cultures, microscopic examinations of 
stool for fecal leukocytes and for ova and parasites, and 
assays for Clostridium difficile toxin were negative. After 
less than 24 hours of incubation at 35”C, an aerobic blood 
culture (Difco Laboratories, Detroit, MI), drawn on admis- 
sion, became positive. Subsequent growth and identifi- 
cation at 48 hours showed the organism to be a curved, 
gram-negative rod.There was no growth of the anaerobic 
specimen.The organism would not grow on either TCBS 
agar or MacConkey agar.The organism was unable to 
grow in plain trypticase soy broth (TSB) but grew poorly 
inTSB with 6.5% NaCl. Blood agar cultures, however, were 
positive. Flagellar stains revealed a unipolar flagella. Motil- 
ity could be demonstrated at room temperature (25°C) 
but not at body temperature (35”C).The major bio- 
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chemical properties tested for by conventional methods 
were consistent with Rhollisae (ATCC 3564)‘: oxidase 
and indole positive; lysine, ornithine decarboxylase, and 
arginine negative; and unreactive against most sugars 
except for glucose and arabinose. Antimicrobial suscep- 
tibility studies performed by Bauer Kirby disk diffusion 
revealed the organism to be uniformly sensitive to all 
agents tested, including ampicillin, mezlocillin, gentam- 
icin, amikacin, tobramycin, trimethoprim-sulfamethoxa- 
zole, cefazolin, ceftazidime, ceftriaxone, cefoxitin, 
cefuroxime, ciprofloxacin, aztreonam, and imipenem. 
No antibiotic therapy was initiated, because defer- 
vescence occurred quickly without intervention and 
because the patient seemed to tolerate the infection well 
although he experienced volume depletion. Surveillance 
blood cultures done 24 hours and 48 hours after pre- 
sentation were negative. Six months after the initial infec- 
tion, the patient continued to do well and again had no 
signs of liver disease. 
DISCUSSION 
To date, 33 cases of human infection from V hollisae 
have been described in the literature.2~6~7 A review of these 
cases reveals that R hollisae appears to cause two dis- 
tinct syndromes: gastroenteritis or bacteremia. Unlike 
other non-cholera Vibrio species, only one instance of 
wound infection from Rhollisae has been reported.’ 
Acute gastroenteritis from R hollisae is most often 
associated with the ingestion of seafood, predominantly 
shellfish. Infections do not appear to be geographically 
limited and have been reported from the Atlantic, Pacific, 
and Gulf Coasts of the United States.’ Clinically, symp- 
toms appear between 48 to 72 hours after eating seafood. 
All reported cases of gastroenteritis have presented with 
acute, explosive diarrhea. The stools tend to be watery 
and large volume; only one case of dysentery has been 
described.’ In approximately 60% of cases, patients have 
developed emesis in addition to diarrhea. Crampy abdom- 
inal pain may be present as well. Other important clinical 
features of this syndrome include fever and leukocytosis. 
Volume depletion may occur rapidly. Interestingly, the 
patient in the case presented did not demonstrate fecal 
leukocytes. Other reports have not commented on this 
issue. 
Three previous instances of bacteremia from RhoZ- 
Zisae have been presented in the literature.3-5 All patients 
were males (mean age, 49 yr). In all but the present case, 
the patients had severe underlying liver disease generally 
manifested by cirrhosis, portal hypertension, and varices. 
Not all cases of bacteremia appear connected to raw 
seafood ingestion. In two cases, allegedly cooked fish was 
consumed prior to the onset of symptoms.*x5 Only one 
death has been attributed to V hollisae, however, that 
patient was intercurrently fungemic with Cryptococcus 
neoformans.3 The present case also represents the first 
time that kboZZz&ae has been cultured using the Difco ESP 
blood culture system, one of the new continuous moni- 
toring blood culture analyzers. 
Although RhoZZisae infection appears severe in that 
it causes either substantial volume depletion or bac- 
teremia, the organism, as this case demonstrates, appears 
to be susceptible to most common antimicrobial agents. 
No instances of resistance to extended spectrum peni- 
cillins, cephalosporins, quinolones, or aminoglycosides 
have been reported.The role of antibiotic therapy for R 
hollisae infection remains unclear. In the three previously 
reported cases of K hollisae bacteremia, the patients were 
treated with various antibiotics, but it is unclear if these 
interventions had an affect on the outcome.3-5 The pre- 
sent case reveals that this organism may be of low path- 
ogenic&y, and thus, immunocompetent individuals may 
not require antibiotics. For R hollisae gastroenteritis, the 
need for antibiotic treatment also is questionable as some 
have found this to be a mild, self-limited disease.3,8 
SUMMARY 
The first case of K hollisae bacteremia in an immuno- 
competent host has been described and a method for 
identifying this organism using new microbiologic tech- 
niques outlined.The clinical course of RhoZZisae is self- 
limited and resolves without antibiotic therapy in many 
cases. 
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